A recent study has underlined the high frequency of patients with valvular perforation (VP) associated with infective endocarditis (IE) and the poor clinical outcome for those patients [1] . Little is known about the accuracy of transthoracic echocardiography (TTE) and multiplane transesophageal echocardiography (TEE) in this clinical scenario. We reviewed both TTE and TEE records for 31 patients with native valve IE who underwent surgery and/or autopsy. The morphological changes in the valvular apparatus were evaluated on left-side valves at surgery in 20 cases, while all valves were examined at autopsy in 13 cases. Two patients who underwent mitral and aortic valve replacement died; the surgical pathology of their native leftside valves was inspected, while the remaining native valves were examined at autopsy. Thus, the total number of valves examined at surgery or autopsy was 88.
The echocardiographic image of VP was defined as an interruption of leaflet tissue continuity at a site remote from the commissures [2] . By a color flow Doppler imaging technique, it was defined as a high-velocity eccentric turbulent jet traversing valve leaflet tissue during systole (mitral or tricuspid valve) or diastole (aortic or pulmonary valve).
Statistical analyses were performed by use of the x 2 test, Fisher's exact test, and 1-way analysis of variance. The 95% CI was calculated by normal approximation to binomial distribution. All tests were 2-sided, and was considered P ! .05 significant. Bonferroni's correction for multiple tests was applied when appropriate.
Clinical data for 19 patients with VP and 12 patients without VP are summarized in table 1. Morphological analysis showed 22 perforated valves and 66 nonperforated valves. The site of perforation was the aortic valve in 8 cases, the mitral valve in 8, and both the aortic and mitral valves in 3. In 10 cases (5 aortic valves and 5 mitral), a leaflet aneurysm was found in association with VP. The sensitivity of multiplane TEE for the detection of VP was significantly higher than that of TTE (21 of 22 vs. 10 of 22 cases, respectively;
). The sensitivity P = .0006 of TEE for the diagnosis of aortic VP was higher than that of TTE (10 of 11 vs. 3 of 11 cases, respectively; ). A similar P = .008 trend was seen for the diagnosis of mitral VP (10 of 11 vs. 7 of 11 cases, respectively;
). The overall accuracy of TTE P = .09 was 85% (95% CI, 77%-93%), and that of TEE was 98% (95% CI, 95%-100%). The sensitivity of TTE for detecting VP was 45% (95% CI, 24%-69%), and the specificity was 98% (95% CI, 96%-100%). As regards TEE, the sensitivity was 95% (95% CI, 86%-100%), and the specificity was 98% (95% CI, 96%-100%).
Although autopsy studies of patients with IE have shown a high incidence of VP [3] , reports of echocardiographic diagnosis of IE are few and incomplete [2, 4, 5] . Our data show that VP associated with IE can be detected by TTE, particularly when color flow Doppler imaging is used correctly. On the other hand, multiplane TEE appears to be the most appropriate diagnostic tool. Recently, it has been pointed out that aortic VP is the only independent predictive variable for cardiac surgery and death during IE [1] . Aortic VP is often associated with valvular aneurysm, which may represent a marker of a disrupted lesion.
Our data suggest that, compared with TEE, TTE has a low diagnostic sensitivity for both aortic VP and valvular aneurysm. Similarly, TEE correctly identified all patients with mitral VP, with and without associated aneurysm, whereas TTE missed this complication in one-third of the cases. In conclusion, early recognition of VP might improve the patient's prognosis, thus enabling the clinical outcome to be monitored, the appropriate surgical timing to be chosen, and the need for valve repair or prosthesis substitution to be assessed. In the presence of hemodynamic instability, coupled with suspicion of perivalvular extension of the infective process, multiplane TEE should be performed directly. Finally, the presence of valvular aneurysms and/or significant aortic or mitral valve regurgitation requires careful evaluation. Figure 1 .
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High-power view of inflammatory pseudotumor that shows spindle cells dispersed in a sea of plasma cells (hematoxylineosin stain; original magnification, ϫ250).
Inflammatory Pseudotumor Causing Small Bowel Obstruction and Mimicking Lymphoma in a Patient with AIDS: Clinical Improvement after Initiation of Thalidomide Treatment
A patient with AIDS was diagnosed with inflammatory pseudotumor with small bowel involvement. After receiving thalidomide treatment, serum tumor necrosis factor (TNF) and soluble TNF receptor II levels normalized, his constitutional and gastrointestinal symptoms diminished, and the mass lesion shrunk.
Inflammatory pseudotumor is a distinctive pseudosarcomatous inflammatory lesion that occurs most frequently in the soft tissue and viscera of children and young adults [1] . It has a distinctive histological appearance, a generally benign clinical course with multifocal lesions or recurrence in a minority of cases, and confusing nomenclature. Original descriptions of lesions classified as inflammatory pseudotumors focused on their presence in the lung, and many rubrics were generated for the pulmonary lesions [2, 3] . Pseudonyms that frequently appear in the medical literature include the following: inflammatory myofibroblastic tumor, plasma cell granuloma, plasma cell pseudotumor, xanthomatous pseudotumor, pseudosarcoma- tous myofibroblastic proliferation, and inflammatory myofibrohistiocytic proliferation [4] .
Patients with inflammatory pseudotumors usually present with such nonspecific systemic symptoms as fever and weight loss. Children may also have growth failure. Common abnormalities revealed by laboratory studies include an elevated erythrocyte sedimentation rate, leukocytosis, thrombocytosis, and hypergammaglobulinemia [5] . These symptoms and laboratory abnormalities may disappear after surgical intervention and are distinct from those of sclerosing mesenteritis, which is usually diagnosed in the absence of constitutional symptoms and laboratory abnormalities [6] . Pathological examination demonstrates that these benign tumors are characterized by
